The feasibility of laparoscopic pancreaticoduodenectomy (LPD) in the treatment of pancreatic cancer is still disputed. However, advances in surgical technique and accumulating experience have led to the use of LPD with combined vascular resection and reconstruction as a safe and feasible procedure, especially in pancreatic cancer with major vascular involvement. A 64-year-old woman presented with obstructive jaundice secondary to pancreatic head cancer. Contrast abdominopelvic computed tomography revealed a pancreatic head tumor measuring approximately 22 mm in diameter that was abutting the first jejunal branch of the superior mesenteric vein at an angle of ＜180°. The patient underwent LPD, which failed to resect the pancreatic head tumor invading the superior mesenteric vein. Consequently, segmental resection of the confluence of the superior mesenteric vein, splenic vein, and portal vein (SMV/SV/PV) was completely performed in laparoscopic approach without complication. The patient recovered without any event and was discharged on postoperative day 9. LPD combined with vascular resection and reconstruction is feasible in cases involving major blood vessels. Further surgical expertise and education are required before LPD can be used as a standard procedure. 
INTRODUCTION
No randomized controlled studies have compared the open and laparoscopic approaches to distal pancreatectomy. Nonetheless, with advances in laparoscopic techniques and increased surgical expertise, laparoscopic distal pancreatectomy is considered safe and effective in treating benign and low-grade malignant tumors of the pancreas. 1, 2 In fact, laparoscopic radical pancreatectomy is suggested as a technically feasible and oncologically safe intervention in well-selected cases of left-sided pancreatic cancer. [3] [4] [5] Conversely, the use of laparoscopic pancreaticoduodenectomy (LPD) remains controversial, especially in the treatment of pancreatic cancer, where it can increase the risk of cholangitis and pancreatitis, interfering with efforts to obtain a margin-negative resection. In addition, pancreatic head cancer carries a risk of unexpected major vascular involvement. In particular, the superior mesenteric vein (SMV), portal vein (PV), or confluence of the SMV, splenic vein (SV), and PV may be involved, warranting surgery for combined vascular resection and appropriate vascular reconstruction. [6] [7] [8] [9] [10] However, few studies have reported the technical and oncological feasibility of LPD combined with venous vascular resection. [11] [12] [13] [14] [15] [16] [17] In the current report, we present the case of a patient with pancreatic head cancer who underwent successful LPD with segmental resection of the The woman showed high levels of serum total bilirubin an endo-GIATM stapler. The pancreatic neck was dissected and encircled using a nylon tape. The common bile duct was dissected, isolated, and divided, followed by cholecystectomy.
Next, the soft tissue around the left side of the celiac axis, common hepatic artery, and hepatoduodenal ligament was dissected. The proximal jejunum was divided using the endo-GIA stapler approximately 20 cm distal to the Treitz ligament. The proximal jejunum was passed under the mesenteric root into the patient's right side. At this point, it was found that specific parts of the SMV could not be dissected away from the pancreatic head area. Therefore, the neck of pancreas was divided using monopolar cautery. The SV was isolated, ligated, and divided, and laparoscopic bulldog clamps were applied to the proximal and distal parts of the SMV-PV system (Fig.   3A ). The venous vascular structure was divided, and the tumor was excised. Using a 5-0 monofilament, vascular reconstruction was performed in an end-to-end fashion (Fig. 3B, 3C ).
Subsequently, pancreaticojejunostomy (duct-to-mucosa, all interrupted, two-layer, and short stent) and hepaticojejunostomy (posterior continuous, anterior all interrupted, and single layer) were completed laparoscopically.
The specimen was placed into an endo-pouch, which was Intraoperative blood loss was estimated at 500 ml, without the need for intraoperative transfusion.
Postoperative course
The patient's recovery was uneventful, without any pancreatic fistula. Her surgical drains were removed on postoperative day 6. A follow-up computed tomography was performed on postoperative day 7 with no PV thrombosis, stricture, or other surgical complications (Fig. 3D) .
The patient was discharged 9 days after the operation without any complications.
Pathological examination
Pathological diagnosis confirmed the tumor as a moderately differentiated T2 ductal adenocarcinoma measuring 3.5×1.9 cm in size, involving the common bile duct. No lymphovascular invasion was found; however, perineural invasion was noted. A total of 18 lymph nodes were retrieved with no lymph node metastasis (N0, Stage IB). All the resection margins, including the retroperitoneal margin, were negative. [26] [27] [28] [29] In the case of LPD, the safety of the procedure is still unclear. 21, 30 In addition, publication bias must be considered in that researchers tend to report selected cases with favorable results, but not worse perioperative outcomes that are less likely to be accepted for publication.
Acceptance of LPD with combined major vascular resection as a standard technique requires additional reports and assessments. In this regard, Table 2 shows that only rare cases have been reported from specialized centers.
Ideally, a randomized, controlled study is desirable.
However, few surgeons are currently proficient in this technique, and its safety. 
